Objective-To review evidence on the workplace prevalence and correlates of major depressive episodes, with a particular focus on the National Comorbidity Survey Replication, the most recent national survey to focus on these issues.
depression. 7 The current report presents an overview of NCS-R results on the prevalence and correlates of depression and relates these results to those in previous studies.
An Overview of Previous Research
It is useful to put the NCS-R results in perspective by noting that a number of previous studies also examined depression in the workplace. The previous studies found repeatedly that depression is one of the most costly health problems in the labor force, with two factors accounting for this consistent finding.
First, depression is a commonly occurring disorder. Epidemiological studies show that approximately 6% to 8% of the US population have a major depressive episode (MDE) associated with a non-bipolar major depressive disorder (MDD) each year 8 and that an additional 1% to 2% of the population have active dysthymic disorder each year. 9 Additional people have sub-threshold depression each year, 10 although the numbers involved are difficult to estimate because no formal criteria exist for a definition of sub-threshold depression. Moreover, an additional 1% to 2% of the population has either episodes of MDE associated with bipolar disorder (BPD) or manic-hypomanic episodes associated with BPD each year. 9 Prevalence estimates are generally somewhat lower among working people than in the total population, presumably reflecting selection processes that interfere with chronically mentally ill people obtaining and retaining jobs.
Second, depression appears to have substantial adverse effects on workplace functioning. 11, 12 A number of excellent reviews of recent research document the evidence on this point. [13] [14] [15] For example, the Epidemiologic Catchment Area study, the first large-scale (over 20,000 respondents) community epidemiological survey of mental disorders in the United States, found that MDD was associated with a 27 times greater likelihood of work loss than among workers without a mental disorder and that 44% of depressed workers reported that they missed one or more days of work for emotional problems in the prior 3 months. 16 The National Comorbidity Survey, 17 the first nationally representative community survey of mental disorders in the United States, found that MDD was associated both with a significant elevation of sickness absence days and with a significant elevation of cutback days (days when the respondent was at work but performed poorly). It is important to recognize that these associations do not necessarily document a causal effect of depression, as the work impairment could be caused by some unmeasured third factor. However, consistent with a causal interpretation, experimental assignment to a depression treatment intervention has been shown to reduce this work impairment significantly. 18 Recent research with the experience sampling method, in which a beeper is used to have workers fill out a moment-in-time work performance diary at random moments in the workday, 19 suggests that the adverse effects of depression on on-the-job performance may be even greater than suggested by epidemiological surveys. 20 Although the same caution as at the end of the last paragraph is needed here regarding over-interpretation of this result, it is noteworthy that workers with a history of depression who were not in a current episode did not exhibit the same decrement in work performance as workers in a current episode, suggesting that resolution of the depression is associated with resolution of the work impairment. This finding is consistent with the experimental results noted at the end of the last paragraph.
The WHO Collaborative Study of Psychological Problems in General Health Care, 21 a survey of 25,000 primary care patients in 14 countries, found results generally consistent with the US results regarding sickness absence days. 22 Although fewer investigations have examined the work impairments associated with mood disorders other than major depression, those few observed large decrements in work performance associated with dysthymic disorder 23, 24 and BPD. 25, 26 The association with BPD is especially striking. In the US National Health Interview Survey, for example, people with BPD were 40% less likely than others to be gainfully employed. 27 whereas in the NCS-R workers with BPD reported many more work loss days and impairments in work performance than did workers with MDD. 7 Cost-of-illness (COI) studies have been carried out to estimate the workplace costs of depression. 28, 29 The costs considered here included both direct treatment costs and the costs associated with decreased productive capacity. COI studies suffer from the problem, noted above, that the associations of the illnesses under investigation with work impairment are interpreted as due to causes of the illness on these outcomes even though the associations are not necessarily causal. Nonetheless, if the cost estimates in these studies are high, this evidence can be used to suggest that further research is needed to investigate the extent to which controlled interventions can reduce these putative costs. The cost estimates in the depression COI studies are staggering. Greenberg et al 30 recently estimated that the economic costs of depression are $53 billion each year in the United States, with $33 billion of this total due to work impairment. Depression-related absenteeism was estimated to account for $24.5 billion of this total and depression-related impairment while at work (presenteeism) was estimated to account for $8.5 billion. 30 These estimates translate into annual workplace costs of nearly $250,000 for a company with 1000 employees. To the extent that these putative costs are truly causal, which can only be determined definitively in controlled studies, they suggest that the potential to recoup lost work productivity would be substantial if effective treatments for depression were available. Such treatments do, in fact, exist, as reviewed in a separate article in this special issue. 31 Related COI findings have been reported for bipolar illness. Wyatt and Henter 32 estimated that the economic costs of BPD are $45 billion each year in the United States. As with non-bipolar depression, the economic losses due to work impairment were estimated to account for the largest proportion (nearly $18 billion annually) of this total. This estimate translates into annual work-place costs of over $125,000 for a company with 1000 employees, again with the caveat that the data on which this estimate is based documented association rather than causation of BPD-related work impairment. Although we have no way from these results to estimate the true economic costs of depression and BPDs to employers, these costs could be larger than those suggested by these results, 28 as the cost estimates do not capture the effects of mood disorders on job termination and associated hiring and training costs. 33 Rather than accept these estimates as accurate, though, a more reasonable approach is to think of them as estimates of potential costs that might, to some unknown degree, be reduced with best-practices outreach and treatment of depressed workers, reserving judgment about the actual return-on-investment of such interventions until a critical mass of controlled treatment studies are carried out that generate unequivocal return-on-investment estimates.
Methods

Sample
As noted above, the focus of this report is the NCS-R because this survey provides the most recent nationally representative data on the prevalence and workplace costs of mood disorders. The NCS-R was a psychiatric epidemiological survey of English-speaking adult household residents of the continental United States. Face-to-face interviews were carried out in the homes of 9282 respondents between February 2001 and April 2003. Informed consent was obtained before data collection. The response rate was 70.9%. Respondents were given a $50 incentive for participation. In addition, a probability sub-sample of hard-to-recruit predesignated respondents was selected for a brief telephone nonrespondent survey, the results of which were used to weight the main sample for nonresponse bias. Nonrespondent survey participants were given a $100 incentive. A series of clinical reappraisal studies was carried out in various NCS-R sub-samples in which clinical interviewers contacted respondents subsequent to their participation in the NCS-R and evaluated these respondents for the presence of various Diagnostic and Statistical Manual, 4th Revision (DSM-IV) 34 disorders blinded to the diagnostic assessments in the main survey. Separate consent was obtained and financial incentive provided for participation clinical reappraisal interviews. The Human subjects Committees of Harvard Medical School and the University of Michigan both approved these recruitment and consent procedures.
Diagnostic Assessment
The NCS-R interview was administered in two parts. Part I included a core diagnostic assessment of all respondents. Part II included questions about correlates and additional disorders administered to all Part I respondents who met lifetime criteria for any core disorder plus a roughly one-in-three probability sub-sample of other respondents (n = 5692). An assessment of work performance, which we discuss below, was included in Part II in the subsample of 3378 respondents were either employed or self-employed 20 hours or more per week in the month before the interview. The records for Part II respondents were weighted to adjust for differential probability of selection into Part II and for differential nonresponse. A more detailed discussion of NCS-R sampling and weighting is presented elsewhere. 35 NCS-R diagnoses are based on Version 3.0 of the World Health Organization's Composite International Diagnostic Interview (CIDI), 36 a fully structured lay-administered diagnostic interview. DSM-IV criteria were used to define all disorders. Both lifetime and 12-month prevalence were assessed. The core disorders assessed in addition to mood disorders include anxiety disorders (panic disorder, generalized anxiety disorder, phobias, obsessive-compulsive disorder, and posttraumatic stress disorder), impulse-control disorders (oppositional-defiant disorder, conduct disorder, attention-deficit or hyperactivity disorder, and intermittent explosive disorder), and substance disorders (alcohol and drug abuse with or without dependence). Organic exclusion rules were used in making all diagnoses.
As detailed elsewhere, 36, 37 blinded clinical reinterviews using the non-patient version of the Structured Clinical Interview for DSM-IV 38 with a probability sub-sample of NCS-R respondents found generally good concordance between CIDI/DSM-IV diagnoses and independent clinical assessments. 39 Concordance between diagnoses based on the CIDI and blinded clinical interviews using the conventional κ statistic 40 was 0.54 for major depression and 0.69 for BPD. Concordance based on the area under the ROC curve (AUC), which, unlike κ, 41 is not dependent on marginal rates, 42 was 0.75 for major depression and 0.93 for BPD. 39 It is noteworthy that a DSM-IV diagnosis of BPD requires separate assessments of MDE, mania, and hypomania. People are classified as having MDD if they have an episode of MDE and never in their life had either mania or hypomania. They are classified as having lifetime BPD, in comparison, if they have MDE in conjunction with a lifetime manic or hypomanic episode or if they have either a manic episode (with or without a lifetime history of MDE) or a hypomanic episode (but only with a lifetime history of MDE). As documented below, this distinction between non-bipolar MDE and bipolar MDE is an important one in the NCS-R results.
Results
Prevalence
Previous national surveys did not report prevalence estimates of mood disorders separately for working people. As a result, we begin by focusing on total-population prevalence estimates for comparison purposes. Prevalence estimates of DSM-IV MDD in the total NCS-R sample are 16.2% lifetime and 6.6% in the 12 months before the interview. 8 These estimates are within the range of those in earlier large-scale US surveys 43, 44 and very similar to estimates in a separate national survey carried out at about the same time as the NCS-R. 45 Concordance between CIDI and Structured Clinical Interview for DSM-IV diagnoses in the NCS-R is high, 46, 47 arguing against bias in these estimates. This is an important result in light of recent assertion of critics that prevalence estimates such as these, based on fully structured interviews in community sample, substantially over-estimate the prevalence of clinically significant disorders. 48 Prevalence estimates of broadly defined BPD in the total NCS-R sample are 4.4% lifetime (including 1.0% for BP-I, 1.1% for BP-II, and 2.4% for sub-threshold BPD) and 2.8% in the 12 months before the interview. 49 The BP-I and BP-II prevalence estimates are consistent with estimates from earlier population-based studies, [50] [51] [52] [53] [54] [55] [56] with the exception of an implausibly high lifetime prevalence estimate of BP-I (3.3%) using a measure with no evidence of clinical validity in another recent national survey of the United States. 57 It is noteworthy that the NCS-R clinical reappraisal study confirmed the NCS-R BP-I prevalence estimate. The NCS-R definition of sub-threshold BPD, in comparison, is more restrictive than the definitions proposed by clinical researchers 58 -61 due to the fact that no information was included in the survey on brief episodes that could be assessed in more flexible semi-structured clinical interviews. This means that the NCS-R sub-threshold BPD prevalence estimate is likely to be a lower bound estimate, although it is broadly consistent with the results of two large community epidemiological surveys in Europe. 62, 63 Turning now to prevalence estimates for working people, 12-month prevalence estimates of MDD and BPD among working NCS-R respondents are somewhat lower than in the total sample: 6.4% for MDD and 1.1% for BPD. 7 This pattern is consistent with the finding in previous surveys that mood disorder is associated with not being in the labor force 64, 65 and with the results of controlled intervention studies that treatment of depression is associated with a significant reduction in termination of labor force participation. 66 The estimated 12-month prevalence of MDD does not differ significantly by respondent education, occupation, or expected work hours, but is significantly higher among women than men and is inversely related to age. The higher prevalence of depression among women than men is perhaps the most consistent finding in the psychiatric epidemiological literature. 67 Considerable controversy exists about the extent to which this gender difference is due to biological differences between women and men related to sex hormones, 68 although the evidence from twin studies is inconsistent with a genetic basis for the gender difference. 69 The higher prevalence among young than older people in the age range of working people is also consistent with previous epidemiological research. 70, 71 The estimated 12-month prevalence of BPD does not differ significantly by respondent sex, age, occupation, or expected work hours, but is inversely related to education. These results are broadly consistent with the results of previous studies. 72 Neither the prevalence of MDD nor the prevalence of BPD is related to average hours worked per week among working people, although both are much more prevalent among previously employed people who were disabled at the time of interview than among the employed.
It is noteworthy that roughly three-fourths of employed NCS-R respondents with 12-month BPD had depressive episodes in the 12 months before interview (63.1% who also had manichypomanic episodes and 11.1% who had only depressive episodes). Persistence of depressive episodes in the 365 days before interview was consistently higher in BPD (Mean: 134.0 to 164.0 days across the bipolar spectrum; Median: 90 to 150) than MDD (Mean: 98.1; Median: 60; z = 2.7, P = 0.010). 7
Age-of-Onset Distributions
Retrospective age-of-onset (AOO) reports were obtained in the NCS-R using a special question series designed to stimulate active memory search and to bound the recall inaccuracy that has been found in previous research on AOO reports. 73 Experimental research has shown that this question sequence yields responses with a much more plausible AOO distribution than standard AOO questions. 74 The AOO distribution was then generated using the two-part actuarial method. 75 The AOO distributions were comparable among working people and the remainder of the sample, 37 with a median AOO (ie, the 50th percentile on the AOO distribution) of MDD of 32 and an interquartile range (the years between the 25th and 75th percentiles of the AOO distribution) of 25 years (between ages 19 and 44). Median AOO of BPD was somewhat earlier, 20 with an interquartile range of roughly two decades (from the late teen through the late thirties).
These AOO distributions are consistent with those reported in previous epidemiological surveys. 76, 77 Nevertheless, we are aware of no previous attempt to examine the temporal concentration of AOO. It is striking, in light of evidence reported below on the strong comorbidities of mood disorders with other DSM-IV disorders, that comorbid disorders typically have an earlier age of onset than mood disorders. This finding is consistent with prospective family studies of at-risk children. 78, 79 Although this finding implies that temporally primary disorders might be risk factors for the subsequent first onset of mood disorders, it is less clear whether this is because these earlier disorders are causal risk factors or, alternatively, because they are markers of other more fundamental causes. If they are causal risk factors, we would expect that their successful treatment before the onset of secondary mood disorders would reduce the risk of subsequent mood disorders occurring. This would not be the case if the earlier disorders were risk markers. We are aware of no experimental research, though, that has evaluated this issue.
Persistence
Persistence, indirectly indicated by the ratio of 12-month prevalence to lifetime prevalence, is lower in the NCS-R data for MDD (40.7%) than BPD (59.5% to 73.2%). Both estimates are only slightly lower for working people than nonworking people. The same pattern holds for retrospectively reported number of years in episode, with means of 5.8 for MDD and 6.8 to 11.6 for BPD. The finding that the ratio of 12-month MDD prevalence to lifetime prevalence is approximately 40% is broadly consistent with the finding of ratios between one-third and one-half in most previous epidemiological surveys carried out throughout the world. 55, 80 These ratios, in turn, are indirectly consistent with both retrospective reports in cross-sectional community surveys 44, 81 and prospective assessments in community 82, 83 and clinical 84 samples that MDD is typically an episodically chronic-recurrent disorder. The much higher estimates of persistence of BPD are consistent with prospective studies in clinical samples and with family studies. 85, 86 
Comorbidity
Nearly three-fourths of NCS-R respondents diagnosed with lifetime MDD also met lifetime criteria for at least one of the other DSM-IV disorders assessed in the survey. 8 This pattern did not differ significantly for working people compared with other respondents. The vast majority of NCS-R respondents with a history of BPD (88.4% to 97.7%) also meet criteria for another lifetime DSM-IV disorder. 49 Lifetime comorbidity is even higher among respondents with 12-month MDD and BPD, implying that comorbid MDD and BPD are more persistent (ie, more likely to be either chronic or recurrent) than pure disorders. Comparison of retrospective AOO reports shows that MDD and BPD are both temporally secondary (ie, reported to have started at a later age) in relation to all other comorbid disorders in the vast majority of cases.
Clinical Severity
Thirty-eight percent of NCS-R respondents with 12-month MDD were classified as being seriously and severely depressed based on standard clinical assessment methods, whereas the remaining 62.0% of cases were classified as mildly-moderately depressed. 8 Importantly, even higher proportions of cases with 12-month MDE related to BPD were rated serious-severe. This was true not only for MDE associated with threshold BPD (where 70.5% to 84.0% of cases were rated serious-severe), but also for MDE associated with sub-threshold BPD (46.4%). Standard clinical severity ratings of mania-hypomania placed the majority of cases in the severe range for BP-I (70.2%) and BP-II (55.4%) and a minority for sub-threshold BPD (31.5%), with almost all of the remainder of threshold BPD and a majority of sub-threshold BPD in the mild-moderate range. 49 
Severity of Work Role Impairment
The NCS-R used the WHO Health and Work Performance Questionnaire (HPQ) 87, 88 to estimate the workplace costs of depression. The Health and Work Performance Questionnaire is a validated self-report instrument that combines information about absenteeism (missed days of work) and presenteeism (low performance while at work transformed to lost workday equivalents) to create a summary measure of overall lost workdays in the month of interview. Information about salary was used to transform the measures of lost work performance from a time metric to a salary metric for purposes of estimating human capital loss associated with mood disorders. Although self-reports are subject to reporting error, the HPQ reports of both absenteeism and presenteeism have been shown to correlate significantly with independent administrative data. 87, 88 Nonetheless, caution is needed in interpreting the results regarding these reports because they are not based on independent evaluations. The analysis showed that MDD and BPD are both associated with significant lost work performance, with annualized estimates of 27.2 excess lost workdays per worker with MDD and 65.5 excess lost workdays per worker with BPD. 7 Disaggregation showed that absenteeism, while important to this total, is less important than presenteeism. This means that workers with mood disorders both miss more days of work than workers in the same jobs and are less productive on days when they are at work than workers without mood disorders are. Projections of individual-level associations to the total US civilian labor force based on information about disorder prevalence and salaries of workers with mood disorders yield estimates of 225.0 million workdays and $36.6 billion salary-equivalent lost productivity per year associated with MDD and 96.2 million lost workdays and $14.1 billion salary-equivalent lost productivity per year associated with BPD. The fact that presenteeism is more important than absenteeism gives additional reason for caution in interpreting these results, as reports about work performance are likely to be more subjective than reports of sickness absence.
The individual-level elevation of lost work performance in BPD was consistently higher among respondents with 12-month MDE than only manic-hypomanic episodes. Furthermore, MDE with BPD was consistently associated with significantly more lost work performance than MDD. These findings are not unexpected in light of the greater severity of BPD than MDD, although it is perhaps less obvious that this manifests as MDE being more impairing in the context of BPD than MDD rather than as mania-hypomania being more impairing than MDE. The finding that mania-hypomania in the absence of MDE is associated with significantly less work impairment than BPD with MDE is consistent with the observation in a prospective patient study that functional impairment was associated with variation in depressive symptoms but not manic symptoms. 89 
Treatment
Slightly more than half (56.7%) of NCS-R respondents with 12-month MDD received some type of treatment in the 12 months before their interview, with the percent in treatment somewhat higher among working people than other respondents. The higher treatment rate among working people appears to reflect the higher rate of health insurance among working than nonworking depressed people. The specialty sector was involved in the highest proportion of treatment (54.9%) and the human services sector in the lowest proportion (16.4%). 8 Treatment met conventional criteria for adequacy based on minimal concordance with treatment guidelines only in a minority (41.7%) of cases. The criteria for minimally adequate treatment were defined as receiving either i) at least six sessions of psychotherapy, each session lasting at least 30 minutes (based on the fact that published treatment trials have never documented significant effects of psychotherapy in treating depression with treatment protocols that require fewer visits for shorter durations) or ii) treatment with an antidepressant, anxiolytic, or mood stabilizer (required for a definition of adequate treatment of BPD) with at least four physician visits (based on the fact that published treatment guidelines from the American Psychiatric Association require a minimum of three follow-up visits to check for side effects and to monitor treatment response). This means that less than one-fourth of all people with 12-month MDD (ie, 41.7% of the 56.7% in treatment) received even minimally adequate treatment. Although a higher proportion of serious-severe (72.4%) than mildmoderate (47.1%) 12-month NCS-R cases received treatment, severity was not significantly related either to the sector in which treatment was received or to the adequacy of treatment. Sector of treatment, however, was related to treatment adequacy, with a significantly higher 62.3% of patients treated in the specialty mental health sector versus 42.4% of patients treated in the general medical sector receiving adequate treatment.
Treatment of 12-month BPD was higher than treatment of MDD: 67.3% BP-I, 65.8% BP-II, and 36.7% sub-threshold BPD. 49 Non-psychiatrist mental health professionals were the most common providers (35.4% BP-I, 33.8% BP-II, 20.6% sub-threshold BPD). Multisector treatment was the norm, with a 1.7-sector mean. As with MDD, a significantly higher proportion of cases in specialty (45.0%) than general medical (9.0%) treatment received at least minimally adequate treatment when judged in terms of published treatment guidelines. A significantly higher proportion of cases in general medical (73.1%) than specialty (43.4%) treatment received inappropriate medication. A significant gradient was found in the proportion of all 12-month cases (ignoring whether they received treatment) that received appropriate medication: 25.0% BP-I, 15.4% BP-II, 8.1% sub-threshold BPD.
Overview
The NCS-R results are broadly consistent with those of previous studies in showing that depression is both common in the US labor force and associated with substantial workplace costs, although, as noted above, caution is needed in interpreting the data on costs because they are based on associational data. The sociodemographic correlates in the NCS-R are also consistent with previous research. Although an exposition of the explanations for these associations proposed in the literature is beyond the scope of this article, it is nonetheless noteworthy that the associations with age (lower prevalence of depression with increasing age) and gender (higher prevalence of depression but not BPD among women than men) have been found not only among people not in the labor force but also among nonworkers, suggesting that these associations are not related to work-place stress but rather to differential vulnerabilities that are independent of the workplace. Workplaces that have a young and largely female labor force consequently would be expected to have a high prevalence of depression irrespective of work-place stresses.
Two pairs of new results in the NCS-R need to be highlighted. The first pair includes the finding that much of the MDE among working people is associated with BPD rather than with MDD and that this bipolar-related MDE is more impairing than the MDE associated with MDD. The second pair includes the finding that only a minority of workers with MDE obtain treatment and that much of that treatment fails to meet even the minimal criteria of adequacy in established treatment guidelines. Both pairs of results warrant some discussion.
The finding that people with BPD spend much more time in episodes of depression than in episodes of mania-hypomania is well-known in the literatures. 72 The same is true of the finding that the impairment associated with BPD is more strongly related to MDE than to maniahypomania other than in extreme cases of mania. Based on these results, it should not be surprising that the NCS-R found that that MDE associated with BPD is associated with more individual-level work impairment than the MDE associated with MDD. This greater impairment is likely due to the fact that depressive episodes are both more severe and more persistent when they are due to BPD than to MDD.
These findings add to the complexity of the treatment picture for depression because MDE due to BPD is often incorrectly treated based on the assumption that it is due to MDD. 90, 91 This problem is exacerbated by the fact that people with BPD report more distress due to their depressive than their manic symptoms and more often seeking treatment for their depression than their mania-hypomania. 25 As antidepressant medications can trigger the onset of hypomania or mania, it is important to screen for history of BPD at the initiation of depression treatment. But this often is not done, resulting in a substantial part of the inadequate treatment of BPD documented in the NCS-R. The NCS-R found that this problem is especially common among depressed people treated in primary care settings.
The problem of inadequate treatment is part of a larger problem documented in the NCS-R that mental health service use for depression is disturbingly low. This finding is broadly consistent with the results of other studies, [92] [93] [94] [95] although the NCS-R is the only nationally representative general population study available that can provide information on the precise magnitude of the problem. On the positive side, the proportion of depressed workers in the NCS-R who reported 12-month mental health service use is considerably higher than the proportion found a decade earlier in the baseline National Comorbidity Survey 96 and a decade before that in the Epidemiologic Catchment Area study, 97 the two earlier major surveys that are available to monitor trends in depression treatment. However, by far, the greatest part of this treatment expansion occurred in the general medical sector. This is important because only a small minority of depressed patients treated in the general medical sector were found in the NCS-R to receive adequate care. The reasons for this low rate of treatment adequacy are unclear, but presumably involve both provider characteristics (eg, competing demands, inadequate reimbursements for treating depression, less training, and experience than psychiatrists in treating depression) and patient factors (eg, worse compliance with treatments than among patients treated in the mental health specialty sector). 98 
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The obvious question raised by these findings is whether more aggressive screening, outreach, and best-practices treatment of workers with depression would be cost-effective for employers. As reviewed in more detail in a separate article in this issue, 31 the evidence on this point is encouraging. 102, 103 However, in light of the NCS-R evidence of generally low depression treatment quality, adoption of an expanded depression outreach, and treatment program would be premature unless measures were also taken to make sure the medical care organizations from which treatment is provided use best practices for treatment and a high-quality protocol to detect BPD underlying MDE. This issue of treatment quality assurance is currently underdeveloped, but has to be seen as of critical importance in addressing the problem of depression in the workplace.
